This exploratory study investigated the experiences that older adults infected with HIV/AIDS had accessing medical and social services, and compared their experiences to those of younger infected adults. Thirty-four individuals between ages 30 and 65 were interviewed, and data were analyzed quantitatively and qualitatively. The study found that overall, older adults aged 50-plus were able to access the medical and social services they needed to cope with being infected. Most study participants reported positive experiences with accessing medical services. Like younger adults, older adults accessed a variety of medical services and organizations, although to a slightly lesser degree. Older adults also accessed a variety of social and emotional supports and social organizations to a similar or greater degree than younger adults. The older adults' positive and directive attitude, knowledge of the disease, and available supports, in addition to living in the gay community, explain their ability to access services.
options enabling infected individuals to live longer, it is expected that the number of infected older adults will continue to rise in the coming years (Emlet, 1998; Engle, 1998; Health Canada, 2001; Wooten-Bielski, 1999) .
Individual HIV/AIDS research studies have not specifically investigated the older infected adult's ability to access medical and social services. Commentary within existing research, however, suggests that older infected adults are likely unable or limited in their ability to access necessary services (Fowler, 1999; Justice & Weissman, 1998; Kosberg & Kaye, 1997; Manzer, 2000; Schmidt & Kenen, 1989; Szirony, 1999) . Research in support of their limited access to services is detailed herein.
HIV/AIDS treatment options and opportunities for improved health status have typically targeted the needs of younger infected adults (Bachus, 1998; Benjamin, 1999; Garvey, 1994) , compromising their availability and potential benefit to the older group (Crystal & Sambamoorthi, 1998) . Older infected adults have rationally been excluded from clinical drug trials based on the assumption that they will negate the drug benefits for younger adults or complicate their own non-AIDS-related medication regimens (Chiao, Ries, & Sande, 1999) . Health care providers have been found to set higher goals when treating younger infected individuals compared to older individuals (Ory & Mack, 1998; Siegel, Raveis, & Karus, 1998 ), suggesting further limitations to accessing services. Siegel et al. (1998) note that older adults receive different patterns of care, are offered only selective treatment options, or have treatments presented less enthusiastically than younger adults.
In some cases, a lack of awareness that older adults are at risk for infection, in addition to an incomplete understanding of aging and HIV/AIDS issues among health care providers (Bachus, 1998; Wooten-Bielski, 1999) , also limits access. Commonly referred to as the "great imitator" (Nazon & Levine-Perkell, 1996; Strombeck & Levy, 1998) , HIV/AIDS in the older adult group mimics symptoms of aging processes and age-related illnesses (Engle, 1998; Szirony, 1999) , making it difficult to establish an accurate diagnosis. Many physicians caring for infected adults were trained prior to HIV/AIDS becoming a prominent concern and have managed mostly younger infected individuals, leaving them inexperienced with the older age group (Strombeck & Levy, 1998) . Few available health care providers familiar with both physiological aging and HIV/AIDS, in addition to existing fears of potential transmission, (Emlet, 1993; Skiest & Keiser, 1997 ) present additional limiting factors to accessing medical services.
In other cases, older adults limit their own access to medical services due to their thoughts about HIV/AIDS. Despite having at least one risk factor for infection (Skiest & Keiser, 1997; Zelenetz & Epstein, 1998) , many believe that they are not at risk (Wooten-Bielski, 1999) and instead associate HIV/ AIDS with gay men, drug users, and hemophiliacs (Mueller, 1997) . Even when examined and found to be infected, some older adults do not request medical attention because they genuinely feel healthy (National Institute on Aging, 1999) .
Older adults also experience socially based aging and HIV/AIDS-related stigmas limiting their access to social services. They attempt to manage the hostility and lack of acceptance associated with their illness and fear being reproached and scorned by friends and family (Mueller, 1997) . They contend with general stereotypes about aging and older people. Many perceive infection as socially unacceptable and become closeted and inhibited from accessing social support services, including those which may be age specific (Emlet, 1993; Kosberg & Kaye, 1997; Zelenetz & Epstein, 1998) . Siverson (1999) notes that shame and isolation seem to play a role in keeping HIV-positive older women invisible and untreated.
Unavailable age-specific social HIV/AIDS programs and organizations present further limitations to service access. Avis and Smith (1998) and Johnson, Haight, Faan, and Benedict (1998) indicate that programs addressing the social needs of older infected adults are either not routinely in place or are limited in number. Furthermore, existing programs may be slow to respond to the social needs of the older adult, as they have typically focused on the needs of the younger gay male ("AIDS Alert," 1999; Garvey, 1994; Nocera, 1997) . Although some HIV/AIDS-based social organizations contain a mix of ages, some older adults find it difficult to interact with other older adults because there are few of them. In such settings, the older adults'needs cannot be adequately met, as many find it challenging to relate to issues pertaining to the younger infected person.
Physical ability, preference, and attitude toward using HIV/AIDS support services have shown to limit and influence access. Older infected adults are less likely to take advantage of available community supports because they assume that services are primarily for younger populations (Szirony, 1999) . Illness-related fatigue reduces their ability to travel distances and utilize resources, and the stamina required to reveal one's diagnosis hinders their desire to connect with community-based AIDS services (Avis & Smith, 1998; Szirony, 1999) . The fear of being stigmatized, along with the perceived sense of guilt, embarrassment, and shame, also hinders the use of social services (Garvey, 1994; Szirony, 1999) . The older adult may resist being identified as an "AIDS patient" and avoids accessing HIV/AIDS-related social supports and social organizations (Mueller, 1997) . Many older adults lack interactive experience within group settings such as support groups where they are expected to discuss issues they may not yet have come to terms with (Emlet, 1993) .
Finally, as age increases, access to social networks offering some form of social and even medical support deteriorates (Avis & Smith, 1998; Crisologo, Campbell, & Forte, 1996) . Families are often unprepared to provide the care and support required in addition to dealing with the social and psychological issues associated with the illness (Benjamin, 1999) . This outcome has led to recent research on how to help older caregivers of people with HIV/AIDS (MacLean & Clapp, 2001) . Older men, especially, have had difficulty coping with their illness because they have lost much of their age cohort and often their personal social network to the disease (Siegel et al., 1998) . Infected older women, more so than younger women, have been found to be without a partner or to have a partner who may be unable to provide adequate medical care (Nocera, 1997) . Older women may also face problems in accessing care as "many are caregivers for family members and are reluctant to take time out to care for themselves. Low-income women may be especially unable to seek medical attention or get the adequate services" (Buttenwieser, 1994, p. 63) .
This study presents the experiences older infected adults have with accessing the medical and social services they need to cope with being infected. In addition, this study compares the older adult's experiences with access to services to those of younger infected adults.
Method
Data were collected from 34 participants through in-depth individual interviews that lasted between 0.5 and 1.5 hours. Interviews took place in local coffee shops, participants' apartments, and common rooms within apartment buildings.
The interview format consisted of six informally stated questions with minimum structure. An interview form with the six questions acted as a standard in maintaining uniformity among interviews. The questions included:
• Demographics: Can you tell me a little bit about yourself, who you are, perhaps some history? • Medical services: What have been your experiences with HIV/AIDS-related medical services (such as walk-in clinics, hospitals, and reference sources such as libraries)? • What experiences have you had with HIV/AIDS-related medical or health professionals (such as doctors, nurses)? • Social networks and organizations: How have your relationships with family, significant others, friends, or acquaintances helped you cope with having HIV/ AIDS?
• What have been your experiences with HIV/AIDS social support organizations? • Are there any other comments you would like to make about your experiences with accessing medical and social services with respect to having HIV/AIDS? An inventory of available HIV/AIDS services targeting individuals 50 and older was constructed for the geographical areas in which participants resided.
Sampling and Recruitment
Participant selection criteria included adults aged 30 and older diagnosed with HIV or AIDS.
Nonrandom sampling was employed, as lists of infected older adults were not available and participants were difficult to locate. Thirteen HIV/AIDS affiliated organizations in six geographic locations in Ontario were sent introductory letters indicating the purpose of the study and requesting assistance with the distribution of flyers and posters. The flyers and posters detailed the study purpose and provided contact information. Individuals responded to the posters or to word of mouth from someone who had already participated in an interview. Recognizing that older adults make up only a small proportion of the infected population and that many infected older adults tend to be closeted, snowballing was utilized to increase the response rate. Participants were asked at the end of their interview if they knew of any infected adults aged 50 and older who might be interested in participating in the study. Participants were then provided with flyers to pass on to those they knew.
The study participants were offered a $20 honorarium for their time and incidental expenses. All of the procedures undertaken for this study, including confidentiality and informed consent, were approved by the Simon Fraser University Research Ethics Review Committee.
Data Analysis
Study participants were divided into three age groups: individuals aged 50 and older, individuals aged 40 to 49, and individuals aged 30 to 39. Older adults were defined as those 50 and older in order to remain consistent with and comparable to existing HIV/AIDS-related and aging-related research. Access to medical and social services was defined as "the availability of services and personnel and/or having the opportunity to use, to make use of, or to reach a service, but not necessarily having gained entry to it or to have used it."
After each interview took place, all of the data recorded on audiotape were transcribed immediately in order to ensure that the information was consistent with the context within which it was communicated. The transcripts were reviewed repeatedly, and prominent observations were organized into categories and coded. Categories and associated codes were then reread for further interpretation and to extract the explanatory themes describing the older adults' ability to access services.
The Student's t test was employed to assess similarities between groups on variables upon which mean values were calculated (Spiegel & Stephens, 1999) . Descriptive analyses were then used to supplement and elaborate on the statistical findings. The correspondence rule for the comparison of groups was 25% and defined notable difference between the age groups.
Sample
Sociodemographic information describing the study participants is shown in Table 1 . Thirty-four individuals infected with HIV or diagnosed with AIDS participated in the study; 29 (85%) resided in the city of Toronto (within a geographic area known as the "gay community") and 5 (15%) resided in the city of Hamilton. Of the 34 participants, 11 (32%) were aged 30 to 39, 11 (32%) were aged 40 to 49, and 12 (36%) were aged 50 to 65. The sample included 30 (88%) men and 4 (12%) women. Most (n = 23; 68%) of those interviewed acquired HIV through homosexual contact, 3 (9%) through heterosexual contact, 3 (9%) through intravenous drug use, 1 (3%) through a blood transfusion, and the remaining 4 participants (12%) were unclear about how they became infected. The participants had been infected with HIV for an average of 10.7 years. More than half of those interviewed (n = 18; 53%) lived alone, 4 (12%) lived with a roommate, and 12 (35%) lived with a significant other or spouse. Most of the participants (n = 29; 85%) were single, 4 (12%) were married, and 1 (3%) was involved in a common-law relationship. Of the sample, 13 (38%) participants had children. None of those interviewed were employed, but 32 participants (94%) collected income from the Ontario Disability Support Program and 2 participants (6%) collected income from private insurance.
Results

Service Inventory
The city of Toronto provided 18 categories of services that targeted 19 groups (including but not limited to children, youth, the hard of hearing, drug users, families, hemophiliacs, street people, and prisoners) and 10 cultural backgrounds infected with HIV/AIDS. The cultural mix included individuals with Aboriginal, African, Asian, Black, Caribbean, French-speaking, Jewish, Portuguese-speaking, South Asian, and Spanish-speaking backgrounds. Service categories included counseling, education, employment opportunities, financial, nutrition, health and wellness information, housing, legal, medical and dental assistance, and recreational and social opportunities. Two programs addressed older adults' needs: an infrequently offered support group and a Francophone seniors program offering housing, information and referral, and practical assistance (AIDS Committee of Toronto, 2000) . The city of Hamilton provided eight categories of services that targeted seven groups (including but not limited to children, youth, addicts, prisoners and ex-prisoners, hemophiliacs, and women) and six cultural backgrounds. The cultural mix included those with African, Black, Asian, South Asian, First Nations, and Spanish-speaking backgrounds. Service categories included financial and legal assistance, home support, and medical and social support. None of the service categories targeted infected older adults (North Hamilton Community Health Centre, 1997).
Access to HIV/AIDS-Specific Medical Services
Medical services accessed by participants included (a) personal medical care provided by a primary care physician or HIV specialist, psychiatrist, chiropractor, nurse, treatment advisor, and/or massage therapist, and (b) medical care provided within an organization such as a community health center, HIV clinic, and information-based organizations. All participants accessed the services of a medical practitioner, whereas not all participants accessed the same medical organizations. A greater proportion of older adults (n = 8; 67%) accessed a hospital-based HIV clinic compared to those in their 40s and 30s (n = 4, 35%; and n = 6, 55%, respectively). However, none of the older adults accessed the non-hospital-based HIV clinic, whereas 4 (36%) participants in their 30s and 1 (9%) participant in his or her 40s did. In comparison to participants in their 30s and 40s, older adults accessed on average the fewest number of HIV-related medical services and organizations (n = 2.3, 2.2, and 1.8 services, respectively). There was a statistically significant difference in the number of medical services accessed between the 50-and-older group and those aged 30 to 39 (t = 1.67, df = 21, p < .10).
Study participants accessed HIV/AIDS-related health information from a variety of sources including primary care physicians, partners and/or friends, HIV clinic, AIDS-related networks, support groups, magazines, and the Internet. Older adults accessed the fewest average number (n = 2.0) of HIVrelated health information sources compared to participants aged 30 to 39 (n = 2.7) and participants aged 40 to 49 (n = 2.8). A statistically significant difference emerged in the number of health information sources accessed between older adults and those in their 40s (t = 1.87, df = 21, p < .05).
Experiences Accessing Medical Personnel and Organizations
Participants described their experiences with accessing health service organizations and health-related personnel. There were no notable differences in the experiences of the three age groups in accessing personnel. Almost all reported positive experiences. There were also no notable differences between the proportion of each age group who felt that their health care provider was knowledgeable about the illness and that was interested in promoting their health and that of the older adult. Most felt their health care providers were knowledgeable and interested in promoting health.
There were, however, three notable differences in experiences with accessing medical services among the three age groups. First, a greater proportion of older adults (n = 6; 50%) compared to those aged 30 to 39 (n = 3; 27%) and 40 to 49 (n = 2; 18%) had been involved in experimental drug trials. Second, more older adults (n = 8; 67%) than younger adults aged 30 to 39 (n = 5; 45%) and 40 to 49 (n = 6; 55%) indicated that they were involved in HIVrelated research other than drug trials. Third, more younger adults aged 40 to 49 (n = 5; 45%) felt that HIV stereotypes limited their access to medical care compared to adults aged 30 to 39 (n = 2; 18%) and those 50 and older (n = 4; 33%). Fewer older adults (n = 2; 17%) than those aged 30 to 39 (n = 4; 36%) and those aged 40 to 49 (n = 5; 45%) felt that aging stereotypes limited their access to services.
Social and Emotional Support Accessed
Participants accessed a variety of social and emotional supports. These supports included (a) unorganized microsupports (partners, family, and friends), (b) organized microsupports (care providers, therapists, or support groups), (c) organized macrosupports (established organizations serving infected individuals as a whole), and (d) unorganized macrosupports (Toronto's gay community). In comparison to one another, the older adult group accessed a similar average number (n = 1.9) of social and emotional supports as those aged 40 to 49 (n = 1.9) and a greater average number of social and emotional supports than those 30 to 39 (n = 1.6). There were, however, no statistically significant differences between the groups in the number of social and emotional supports accessed.
On comparison, the three age groups accessed different social and emotional supports. Participants aged 30 to 39 predominantly accessed unorganized and organized microsupport and unorganized macrosupport services, whereas participants aged 40 to 49 predominantly accessed unorganized social and emotional microsupport and organized social and emotional macrosupports. Participants 50 and older accessed supports within each category.
Social Organizations Accessed
The participants interviewed accessed a variety of social service organizations including HIV/AIDS-specific social service organizations targeting all infected and affected individuals (AIDS Committee of Toronto) and community-based non-HIV/AIDS-specific organizations (community centers, Young Men's Christian Association [YMCA], social clubs, and churches). The participants accessed more HIV/AIDS-specific social service organizations than non-HIV/AIDS-specific organizations. Adults aged 30 to 39 accessed the greatest average number of social organizations (n = 2.6) compared to those aged 40 to 49 (n = 2.5) and those 50 and older (n = 2.1). There was a statistically significant difference in the average number of social orga-nizations accessed between those 50 and older and those 30 to 39 (t = 1.35, df = 21, p < .10).
Barriers to Accessing Medical and Social Services
Barriers reported to limit access were categorized into organizational (service availability and operational issues), individual (income, illness, transportation), societal (gay community), and informational (lack of information and education). The older adult group reported on average fewer barriers (n = 1.25) than either those aged 30 and 39 (n = 1.5) and those aged 40 to 49 (n = 1.5). No statistically significant differences between age groups were found.
Qualitative Interpretation
The older infected adults in this study were no less able to access medical and social services than younger infected adults. Three themes emerged from the data that explain this outcome. First, the older adults' attitude toward service access was forthright and determined. They were independent, proactive, and directive about their service requirements and accessed what they felt was necessary regardless of potential barriers. Many felt that the medical and social services, organized and unorganized, were available for everyone to access and that it was their sole responsibility to locate and access the services and information they needed.
The directive attitude could be explained by the older adults' existing health status, available social networks, and established coping strategies.
Most indicated that they felt healthy; some were exercising and some were "cocktail" or medication free. As a result, they may not have had the need to access any medical services other than their primary health care provider or HIV specialist. The older adults indicated that they had a strong support network with family members that had either remained the same or improved since diagnosis. Due to the quality of the older adults' social structure, it is possible that they did not need to access outside social supports and organizations. Furthermore, appreciating that the older adults in this study had been infected with HIV for an average of 10.75 years, it is plausible that over this period of time, they developed coping strategies that eliminated the need to access a large number of medical and social services.
The older adults also perceived an advantage to being older and infected versus younger and infected that may have contributed to their positive attitude. They felt that older age helped to recognize the value of life, expressing that the disease was a wake-up call that forced them to grow up quickly.
Life became more meaningful to me . . . time became more precious . . . and I gained spirituality . . . you want to enjoy life even on a limited income and be happy.
Being old and diagnosed has its advantages because you have lived through everything such as wanting to have children and meeting other men. But if you are younger and diagnosed it is more difficult.
The second emerging theme enabling access to services was the vast amount of knowledge the older adults had about the disease, available treatments, and medical and social services. They understood the health-related issues associated with infection and the effects that HIV-specific medications had on the body. They were aware of their own needs and accessed the services they knew could help them meet these needs. Furthermore, they were resourceful in locating information. They looked to specific individuals such as physicians and key community-based HIV/AIDS and non-HIV/AIDS service organizations, and conducted their own active searches for information via the Internet and publication sources. They were specifically knowledgeable about the current and future infected older population and its medical service needs, commenting There is a new thing coming up, people are living longer all the time, we are getting more long-term chronic diseases like cancer what not, and they seem to hit older people faster. We are now going into our 30th year . . . we need to target the older ones.
Older adults felt the approach to service provision should be proactive rather than reactive and that there was a need to integrate aging and HIV service provision. Specifically, many of the older adults perceived value in having HIV/ AIDS health care providers and organizations that were knowledgeable about aging issues.
There is a correlation between the two. . . . This particular demographic is going to be with us, we are noticing it even more now that people are living longer than they used to, thus gerontology will be integral within the HIV community by virtue of the pharmaceuticals that are out there. There is a tendency to separate the two; if there are aging problems speak with someone in the aging field, if you have HIV problems speak to someone in the HIV field, but to integrate the two is a new horizon.
The third emerging theme explaining accessibility to services addressed characteristics of Toronto's gay community. Generally, the gay community was considered by the older adults to be resource rich in its service provision to infected individuals. It was considered a "one-stop shop" where everything was central, well organized, and accessible. Some participants felt lucky to live in this service-rich area and expressed concern for infected older individuals who did not live in or close to the community. One stated that he could not see how an older person diagnosed with HIV or AIDS in their 60s would have a problem accessing services or support groups because they would live in the community-they would have access . . . but those with HIV and not in the gay community may not be able to access social organizations and support.
On the other hand, despite living in the gay community, some older adults felt uncomfortable in and disconnected from it. They viewed it as discriminatory, ageist, uneducated, and an entity that catered to and promoted youth, beauty, and HIV-negative status.
In the gay community, older people carry two loads with them. First, they no longer have their exterior physical beauty, which in the gay community is very, very promoted. Second, they have HIV. As soon as you tell somebody you are HIV, it's Speedy Gonzales, they couldn't get out quick enough. The stigma is even worse in the gay culture, it is shameful in a certain way.
It was alternately felt that the gay community isolated those who were old and who looked different than the mainstream young, attractive, HIV-negative, gay male. The older adults felt that the gay community was knowledgeable about HIV symptoms and could spot those who were infected, creating a discriminating environment. The gay community was not viewed as kind to those who were older and infected, as many infected older adults found it difficult to develop new friends in the community.
Discussion and Conclusions
This study investigated access to medical and social services for older adults infected with HIV/AIDS and compared their experiences to those of younger infected adults. Findings from this study with respect to the lack of available services for older infected adults concur with those of Avis and Smith (1998) and Johnson et al. (1998) . However, despite that there were few or no age-specific medical services or organizations targeted to the older adults living in Toronto or Hamilton, older adults in this study accessed a variety of medical services similar to those accessed by younger adults, although fewer in number. The older adults' reduced access may be explained by specific individual group characteristics. For example, older adults may have experienced various health-and aging-related problems over time that may have been both HIV/AIDS and non-HIV/AIDS specific that subsequently encouraged them to develop coping and management strategies, reducing their need to access formalized services. Also, the older adults in this study were specific and resourceful, perhaps leading them to locate a small group or single source of medical care that addressed most or all of their health-related needs. Younger adults, on the other hand, may not have been as resourceful in obtaining available service-related information, as they utilized and accessed several medical sources. Furthermore, they may not yet have come to terms with being infected or developed coping strategies to manage the disease more independently, necessitating additional services.
Although accessing a variety of health information sources, older adults accessed on average fewer health information sources than younger adults. They were sufficiently knowledgeable about the disease, again suggesting unique age-group differences. Because older adults were knowledgeable about the disease and available services, they may have been more efficient and specific about where they obtained information, reducing the overall number of sources accessed. They accessed two key, one-stop, all-information sources that allowed for a variety of questions and issues to be addressed. Younger adults were perhaps less efficient and specific about where they obtained information as they accessed more. Avis and Smith (1998) and Johnson et al. (1998) found that social programs capable of addressing the infected older adults' social needs were scant. This was evident in reviewing the social service inventory both in Toronto and in Hamilton, as only two services targeted the older adult group.
The lack of available age-specific social services, however, did not prevent the older adults from accessing both HIV/AIDS-specific and nonspecific social services and from meeting their social needs. They accessed a variety of services and maintained a determined attitude toward accessing any service that they felt they needed.
The older and younger adults in this study accessed different social organizations and supports. Because older adults accessed non-HIV/AIDSspecific services whereas younger aged adults did not, the findings of Garvey (1994) and Szirony (1999) indicating that shame, guilt, and embarrassment hinder access to services, in this particular case, cannot be supported. Their able access to such services is possibly due to the fact that with non-HIV/ AIDS-specific services such as the YMCA, the older adult is not assumed to be infected or gay, reducing any opportunities for stigmas or stereotyping and enabling them to interact comfortably with others. Older adults may have accessed fewer social services overall because those in place were not necessarily meeting their social needs, as they were frequented by younger adults and lacked personal meaning and purpose. As a result, older adults may have removed themselves from existing social programs to find other social alternatives that could offer recreational and leisure activities in which they could interact with others their own age. This outcome coincides with the findings of Engle (1998) and Siegel et al. (1998) , who indicated that older adults who do become actively involved in social programs do so because they hope to find a network of older adults facing similar issues with whom they can connect. Possibly contending with the stigma of being old and infected, older adults may have been selective in the social organizations they accessed, limiting them in number to those within which they felt most comfortable. It is noteworthy that although most older adults lived alone and were single, they had supportive social networks. They accessed fewer social organizations, possibly because they were able to fulfill some of their social needs from those who were providing them with social and emotional support, namely, their families. Avis and Smith (1998) and Crisologo et al. (1996) indicated that with increasing age there is a decline in the number of social and emotional supports available to infected older adults. On one hand, older adults in this study accessed a similar average number of social and emotional supports when compared to younger aged adults. They accessed a variety of organized and unorganized supports such as friends, physicians, YMCA, and the AIDS Committee of Toronto, and had relationships with family members, all of which may have acted as mechanisms for informal support. Furthermore, many of the family relationships described by the older adults had not changed since diagnosis, and many were in frequent contact with family members. On the other hand, older adults found friendship development and initiation challenging, and more so as they grew older, because of the discomfort HIV-negative men had with HIV-positive status within the gay community and fears infected older adults had about the loss of more friends to the disease.
In further investigating the older adults' ability to access services, this study addressed barriers that infected individuals perceived and experienced with accessing services. Unexpectedly, the infected older adults indicated on average fewer barriers to accessing services than did younger aged adults, specifically reporting factors associated with information. Older adults indicated that information was lacking, misinforming, or uncoordinated; however, this did not preclude them from accessing services. Again, it is possible that older adults accessed fewer medical and social organizations and services than younger adults because they were knowledgeable and specific about what they needed and what was available. Older adults were also experienced with the service systems that in addition to their determined attitude toward service access may have enabled them to avoid barriers to accessing services. Younger adults in this study did not appear to be as resourceful, to feel a sense of responsibility, or to share the same sense of determination toward accessing available services. As a result, they may have perceived more barriers to access than did older adults because they may not have known what was available.
With respect to the older adults' evident preference in accessing hospitalbased clinics for medical care, Garvey's (1994) and Szirony's (1999) finding that older adults are less likely to take advantage of available services because of the shame and embarrassment associated with being infected is supported. In this particular case, the shame and embarrassment may have hindered their desire to access medical services dedicated specifically to HIV/AIDS, specifically the HIV-specific satellite clinic in Toronto. It is plausible that the older adults' perception and accompanying discomfort with being among an ageist, younger infected group that frequents HIV-specific clinics, in addition to their own personal stigmas and shame associated with being infected at an advanced age, discouraged their access to this resource. A hospital setting that people of all ages and various ailments frequent may have been more welcoming, unassuming, and less personally threatening, therefore encouraging access.
Findings from this research relating to health care professional dedication and attention in providing care conflict with previous investigations. Siegel et al (1998) and Ory and Mack (1998) found that infected older adults were underserved by the medical community, and Wooten-Bielski (1999) and Bachus (1998) suggested that health care providers are not well informed or knowledgeable about treating older people. Older adults in this study reported positive experiences with their health care providers and health organizations and felt confident that their health care providers were capable and interested in providing them with quality care. They were selective in what they chose to access, both with respect to formal medical services and information sources, and took an active role in their own illness management. The older adults' determined attitude in accessing services, their motivation to ensure that they obtained the services they needed, and their efficiency in locating services of most value contributed to their ability to access medical services.
In forecasting the older infected adults' future needs, older adults in this study felt that there was significant value in integrating traditional agerelated medical issues with medical issues associated with HIV infection. It was deemed necessary to have HIV health care providers who had a solid knowledge of aging issues. Similar to the findings presented by Engle (1998) and Szirony (1999) , this preference stemmed from the perception that some physicians are still confused as to which ailments are age related and which are HIV related.
More older adults in this study than expected had either once participated or were currently participating in drug trials, and they perceived advantages and disadvantages in such participation. Those who were currently involved in the trials did so because they were interested in trying something new that could potentially improve their health status. Others who had once participated in drug trials felt that the trialed medications aged them and were toxic to their older organs and aging bodies. The older adults were more concerned with leading a life of quality rather than a longer life associated with certain HIV-related treatment.
The older adults also expressed the need to modify supportive and social services. Rather than providing traditional-style support programs and groups where older adults could discuss their HIV-related concerns, there was greater interest in support groups that could address everyday life issues related to being older. The older adults no longer wished to discuss issues relating solely to infection that functioned only to re-enforce their infection. They were partial to age-segregated support groups, not necessarily because they experienced difficulty interacting with younger individuals, as suggested by Engle (1998) and Siegel et al. (1998) , but because they wanted a different group direction and to achieve a greater benefit from the group dynamic. Although some of the older adults did see value in having agemixed support groups, they preferred age-segregated groups where they could be with others their own age. In this regard, they could avoid listening to and dealing with the issues that infected younger adults face.
Finally, this study considered the possible influence that HIV-related and aging stereotypes had on the older adults' ability to access necessary medical and social services. Older adults in this study perceived age-and HIV-related stereotypes to be held by medical professionals and the gay community, but only those held by the gay community potentially limited their access. Presumptions on the part of the older adults that some physicians still were unclear about the distinctions between aging and HIV-related symptoms led them to believe that age stereotypes existed and that some physicians were more likely to misclassify ailments as aging related than HIV related. It is, however, important to highlight the attitude the older adults in this study had about their service needs and accessing services. Specifically, the older adults were not precluded from accessing medical services, because they would not allow potential stereotypes held by care or service providers to limit their access.
Age-and HIV-related stereotypes held by the gay community were, however, considered powerful in their ability to limit access at times, causing fear of entering the community among some of the older participants. Despite living in the resource-rich gay community, some felt uncomfortable in and disconnected from it, viewing it as discriminatory, ageist, uneducated, and an entity that catered to and promoted youth, beauty, and HIV-negative status. Furthermore, older adults felt that the gay community was well versed in HIV/AIDS symptomology and could spot those who were infected, creating a discriminating and isolating environment. As a result, some elders felt that being older and presenting with specific infection symptoms excluded them from the general acceptable and attractive gay community.
Study Limitations
The sample size, geographic location, and nonrandom sampling and snowballing techniques pose limitations to the generalizability of the findings. However, the sample size of older adults in Toronto's gay community may be reflective of that in other metropolitan gay communities. In addition, most of the older adults in this study were well informed, proactive, healthy, ambulatory, well exercised, gay, and acquired HIV primarily through homosexual contact. Subsequently, their experiences may not parallel those of infected older adults who are less informed and proactive and who are heterosexual, illness stricken, who acquired HIV through other routes, and/or who are not ambulatory. It is felt that the findings of this study are applicable to infected older adults who are well informed, healthy, and active, and who live in a service-rich geographic location.
Future Research
This study addresses two research areas that are underinvestigated: older adults infected with HIV/AIDS and access to medical and social services for older infected adults. It provides an understanding of the experiences that older infected adults have with accessing services in a resource-rich community, despite resources not being targeted specifically to their age group, and highlights the true experiences of older infected adults living in a gay community that is focused on youth, beauty, and HIV-negative status. This exploratory study emphasizes the need for further research in the area of HIV/AIDS and aging specific to accessing medical and social services. Larger older adult groups from various ethnic and cultural backgrounds, in addition to heterosexual women and men, intravenous drug users, and transsexuals, should be considered in addition to those newly diagnosed and those long living with the disease. Future research should also consider comparisons of accessibility between metropolitan and rural areas.
